Echinococcus granulosus is a common infestation in sheep and cattle raising countries. Although it is typically encountered in liver and lung, rare cardiac involvement of this infestation has very important clinical complications such as heart failure, valve regurgitation, pericardial effusion-tamponade and arrhythmia. In addition, pericardial infestation is an extremely rare condition of Echinococcus granulosus. Here, we report a case of recurrent pericardial hydatid cyst presenting exertional dyspnea, palpitation and presyncope attacks in a 72-year-old man. The diagnosis of recurrent pericardial hydatid cyst was made by transthoracic echocardiography, computed tomography and surgical history 
A 72-year-old man was referred to our cardiology department because of exertional dyspnea, palpitation and presyncope attacks lasting for a period of 6 months. He had a history of cardiac hydatid cyst (HC) operation due to pericardial involvement in 2004. Electrocardiogram revealed atrial fibrillation. His heart rate was 41 beats per minute. Transthoracic echocardiography displayed an ovoid shaped cystic mass ( Fig. 1 ) which was 3.7×2.5 cm in size and located in the pericardium of the left ventricular antero-lateral wall. The content of the cyst demonstrated increased echogenicity and a typical double-layered appearance with welldefined edges and internal trabeculations corresponding to daughter membranes. Thoraco-abdominal computed tomography (CT) revealed a hypodense and well-defined cystic mass lesion located in the posterior wall of the left ventricle and in the spleen. In a three-dimensional volumerendered reconstruction image of cardiac CT, the cystic mass was revealed to also extend from the lateral wall to the posterior wall of the left ventricle (Fig. 2, 3 ). Indirect hemagglutination assay (IHA; Cellognost-Echinococcosis, Siemens Healthcare Diagnostics, Marburg, Germany) was strongly positive as 1:256 (Low positive titres of 1:32 to 1:128 and strongly positive titers above of 1:128). Thoracoabdominal CT detected no mass related with primary tumour of the other organs. Diagnosis of recurrent pericardial HC was made according to clinical surgical history and imaging modalities supporting cystic echinococcosis.
There was no evident reason for the low heart rate. The localization of the cyst was not suitable to affect the conduction pathway. We considered that it could be related to sick sinus syndrome or that it was merely a coincidence. A permanent pacemaker was implanted due to symptomatic bradycardia. We suggested a cardiac surgery but the patient refused the re-operation. He was discharged with 15 mg/kg albendazole treatment twice in a day. After six-months of albendazole treatment, there was no change in echocardiographic findings. not due to one species. To date, 10 distinct genotypes (G1-G10) have been identified: 2 sheep strains (G1/G2), 2 bovid strains (G3 and G5), a horse strain (G4), a camel strain (G 6), 2 pig strains (G7 and G9) and 2 cervid strains (G8 and G10). It means that E. granulosus is no longer a single species but rather a mixture of 5 species, E. granulosus sensu stricto (G1-G3), E. equinus (G4), E. oligarthrus (G5), E. canadensis (G6-G10), and E. felidis (1) . Among these 5 species included in E. granulosus sensu lato, E. granulosus sensu stricto and E. canadensis are common in humans. However, we had no such molecular identification of the present case.
Cardiac involvement of hydatid cyst is a very uncommon form of E. granulosus infestation. Hydatid cysts of the heart are rarely detected and the prevalence is very low with a ratio of 0.5-2% of all cases (2) . The mechanism of the larvae migration to the heart has several pathways such as coronary circulation, intestinal lymphatics, thoracic duct, the superiorinferior vena cavae, hemorrhoidal veins and the pulmonary veins (3). The most frequent cardiac localization of a cyst is the left ventricle because of its thickness and rich blood supply (4) .
In patients with an initial presentation of cardiac echinococcosis, transthoracic echocardiography is the first choice diagnostic modality, furthermore, computed tomography or magnetic resonance imaging is commonly used. In humans, the diagnosis is made by imaging techniques supported by serology. We applied the IHA test as a routine serologic test, although ELISA and immunoblot are more sensitive than IHA (5) .
Typical appearances of HC in two-dimensional echocardiography, such as double-layered, well-defined edges and internal trabeculations, are very essential features. A diagnosis of recurrent pericardial HC was made according to cardiac surgical history related to HC and typical cystic mass existence.
Surgical intervention is the only definitive treatment and the results are satisfactory. Post-operative albendazole or mebendazole should be prescribed as an adjuvant therapy to prevent recurrence of the disease. If the lesions are heterogeneous, degenerative and have hyperechoic features which indicates inactive cysts, medical therapy can be discontinued. In the present case, recurrence may be the result of insufficient medical therapy. Sufficient data is not available on the mechanism of re-infestation after surgery. Recurrence of HC may also be related to small residual cysts. It is difficult to precisely distinguish these conditions because our patient did not come for echocardiographic follow-up after surgery.
Cystic echinococcosis has traditionally been most common in countries where large numbers of sheep and cattle are raised, however increased travel and immigration have made this condition a serious worldwide public health problem (6) . Transthoracic echocardiography is not only the first choice diagnostic technique for cardiac HC but also valuable material to detect recurrence. Finally it should be performed for all patients who have a high suspicion index associated with this illness.
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